Summary and conclusions Twenty-six hypertensive patients with unilateral renal artery disease and normal overall renal function were treated surgically: eleven underwent arterial reconstruction and 15 unilateral nephrectomy. One year after operation there was similar reduction in blood pressure in each group (Amean BP 45 3 mm Hg (p <0 001) and 36-8 mm Hg (p <0 001) respectively). Contrary to previous reports, however, a small but significant improvement in overall renal function was observedinpatientswho underwent reconstructive surgery (Amean serum creatinine -13 3 ,umol/l (p < 0 01)); this was associated with a significant rise in para-aminohippurate (PAH) clearance in the operated kidney, while PAH clearance fell on the contralateral side. Overall renal function deteriorated in the patients who underwent unilateral nephrectomy (Amean serum creatinine +22 7 ,umol/l (p <0 01)). The latter was due partly to diminished clearance in the remai'ning kidney and partly to the loss of the excised kidney.
Introduction
One of the aims of surgical treatment in hypertensive patients with renal artery stenosis is to lower blood pressure' 2; both nephrectomy and renal artery reconstruction are successful in a proportion of such patients.
Occasionally, however, the primary purpose of renal arterial reconstruction is to enhance renal function. Such improvement has been reported in patients with overall renal impairment both with bilateral renal artery stenosis3 4 and with stenosis of the artery to a solitary kidney.5 6 Most patients with renovascular hypertension referred for surgery however, have normal or only mildly impaired renal function. In these, renal arterial reconstruction results either in no change,7 or occasionally even mild deterioration,6 in renal function.
Such findings are surprising, because the kidney distal to renal artery stenosis should have potentially excellent function, being protected from the adverse effects of hypertension, whereas the contralateral kidney may have suffered vascular damage.' Because our own experience does not accord with these accounts,6 7 
Discussion
In this series the primary object of surgery was to lower raised blood pressure, and this was achieved to a comparable extent in both surgically treated groups (figure). While nephrectomy produced a deterioration in renal function, however, arterial reconstruction resulted in improvement, albeit with values that were within the overall normalrange for most patients both before and one year after surgery.
Kaufman described similar results after unilateral nephrectomy in patients having normal preoperative renal function, with a 19% reduction in creatinine clearance postoperatively. In contrast to our experience, however, he found a small (5%) deterioration in mean creatinine clearance after reconstructive surgery also, though this was not statistically significant. Simon and del Greco7 similarly failed to find any overall increase in function after arterial reconstruction in patients in whom preoperative renal function was normal.
This issue becomes crucial when considering operation in patients with initial renal impairment. Several reports describe considerable improvement after reconstructive surgery in such patients. 4 7 Recently, we1' have observed one severely hypertensive woman who 17 months after unilateral nephrectomy for renal artery occlusion suffered thrombosis of her remaining renal artery. Anuria followed with serum creatinine concentration rising to 1258 Fmol/l. Emergency reconstructive surgery was successful in returning renal function to near normal and in moderating hypertension. Other evidence suggests that function may be recovered after restoring the blood supply to a chronically anuric kidney with an occluded renal artery'5; in such cases a collateral circulation has provided sufficient blood only to maintain viability of the renal parenchyma. 16 We observed in the present study that the 25% increase in effective renal plasma flow through the reconstructed renal artery was accompanied by a 13% fall in plasma flow to the contralateral kidney; thus overall only a 9% increase was recorded. Simon and del Greco7 have noted this differential effect, and O'Conor17 also has described a contralateral decrease in both creatinine clearance and filtration fraction in patients whose stenosed renal artery was successfully reconstructed. By contrast, it has also been shown7 that where reconstruction failed to lower blood pressure, considerable disparity between the function of the two kidneys remained. This may have been due to continuing ischaemia on the affected side or to irreversible hypertensive damage in the contralateral kidney. We have also shown that a small decrease in plasma flow to the contralateral kidney occurred after unilateral nephrectomy. The 
Introduction
We have recently reported that the activity of epidermal aryl hydrocarbon hydroxylase (AHH, EC 1.14 14.2) is reduced in the untreated, clinically normal, lesion-free skin of patients with chronic discoid' and palmar-plantar pustular psoriasis.
Moreover, in-vitro induction of AHH by incubation with benzanthracene was less than in skin from people without psoriasis. Because this abnormality appears to be unique to psoriasis3 and because it affects skin which has never been affected by the lesions of psoriasis2 we have suggested that it may be related to the underlying genetic defect of the disease.2 4 If this suggestion is correct it might be expected that a similar defect would also occur in tissues other than skin. We therefore measured microsomal AHH activity in the jejunal mucosa and liver of patients with psoriasis.
Patients and methods
Epidermal biopsy-Epidermal biopsy specimens were obtained by suction blisters from 43 patients (aged 18-73) with chronic psoriasis. Four of these also underwent liver or jejunal biopsy, or both. There were 73 biopsy specimens from control subjects of comparable age but without psoriasis.
